The Repeatable Battery for the Assessment of Neuropsychological Status (RBANS) has demonstrated adequate sensitivity in detecting cognitive impairment in a number of neuropsychiatric conditions, including Alzheimer's disease. However, its ability to detect milder cognitive deficits in the elderly has not been examined. The current study examined the clinical utility of the RBANS by comparing two groups: Patients with Mild Cognitive Impairment (MCI; n ¼ 72) and cognitively intact peers (n ¼ 71). Significant differences were observed on the RBANS Total score, 3 of the 5 Indexes, and 6 of the 12 subtests, with individuals with MCI performing worse than the comparison participants. Specificity was very good, but sensitivity ranged from poor to moderate. Areas under the receiver operating characteristic curves for the RBANS Immediate and Delayed Memory Indexes and the Total Scale score were adequate. Although significant differences were observed between groups and the areas under the curves were adequate, the lower sensitivity values of the RBANS suggests that caution should be used when diagnosing conditions such as MCI.
Introduction
Mild Cognitive Impairment (MCI) is viewed as a transitional stage between healthy aging and dementia, and it is defined as cognitive decline greater than expected for an individual's age and the education level but that does not notably interfere with activities of daily life (Petersen et al., 1999; Winblad et al., 2004) . Individuals with this cognitive profile are at greater risk for converting to dementia across time than those without MCI (Petersen et al., 2001) . Early detection of MCI may enable individuals to benefit from interventions that could potentially slow the course of the disease. Since there has been a dramatic rise in the number of clinical trials in MCI (Petrella et al., 2009; Raschetti, Albanese, Vanacore, & Maggini, 2007; Salloway et al., 2004; Saykin et al., 2004; Winblad et al., 2008) , there is a growing need for measures that are both brief and sensitive in identifying this pattern of cognitive decline. One such brief battery that is receiving increased attention in both clinical and research settings is the Repeatable Battery for the Assessment of Neuropsychological Status (RBANS; Randolph, 1998) .
The RBANS, which was initially developed as an assessment tool for dementia, has been validated in community-dwelling "normal" elderly samples (Duff et al., , 2004 (Duff et al., , 2005 Patton et al., 2003) and in a number of studies of dementia and MCI (Juhasz, Kemeny, Linka, Santha, & Bartko, 2003; Kotani et al., 2006) . The RBANS has also been related to functional limitations in patients with dementia and MCI (Badenes Guia, Casas Hernanz, Cejudo Bolivar, & Aguilar Barbera, 2008; Freilich & Hyer, 2007; Hobson, Hall, Humphreys-Clark, Schrimsher, & O'Bryant, 2010) . More recently, the diagnostic accuracy of the RBANS has been shown to adequately detect cognitive impairment associated with Alzheimer's disease (AD; Duff, Archives of Clinical Neuropsychology 25 (2010) [429] [430] [431] [432] [433] [434] [435] [436] [437] [438] [439] [440] [441] Humphreys Clark, et al., 2008) . Although several studies have used the RBANS as a tool to examine cognitive dysfunction, there remains little information regarding the diagnostic accuracy of the RBANS and its ability to detect milder deficits in cognition in the elderly.
According to the Standards for Reporting of Diagnostic Accuracy (STARD) work group (Bossuyt et al., 2003) , "the amount of agreement between the results from the Index test and those from the reference standard" indicates the accuracy of that test. The STARD group identified several estimates of diagnostic accuracy, which include sensitivity, specificity, likelihood ratios, diagnostic odds ratios, and areas under receiver operating characteristic (ROC) curves. The areas under a curve (AUC) of an ROC represent the probability that normal and abnormal test scores will be correctly classified as the disease state (Hanley & McNeil, 1982) . Further, ROC curves can provide a single estimate of diagnostic accuracy that does not require that ordinal and continuous test scores be simplified and therefore allow for the full range of cognitive scores to be examined (Lett, Hanley, & Smith, 1995) .
The purpose of the current study was to evaluate the diagnostic accuracy of the RBANS in detecting cognitive deficits associated with MCI. It was hypothesized that the MCI participants would perform more poorly than matched peers on most RBANS Index and subtest scores, especially on those that assess learning and memory, as our sample was primarily amnestic MCI (single-or multidomain). To provide information necessary for advancing clinical trials in MCI, sensitivity, specificity, odds ratios, and ROC data were calculated using various cutoff points (1, 1.5, and 2 SD below the mean) for RBANS scores. For example, 1 SD below the mean can represent the lower end of normal (16th percentile); 1.5 SD below the mean has been frequently cited in the literature identifying impairment in MCI (Petersen et al., 2001) ; and 2 SD below the mean more clearly falls into the impaired range (2nd percentile).
Materials and Methods

Participants
One hundred and sixty-eight community-dwelling older adults participated in the current study, and these participants have been described previously (Duff, Beglinger, et al., 2008) . Briefly, these individuals were recruited from senior centers and independent living facilities to prospectively study cognitive changes in older adults. Individuals were screened over the telephone with brief cognitive tasks to increase the chances that they would be classified as MCI or intact on in-person testing (Lines, McCarroll, Lipton, & Block, 2003) . Their mean age was 78.7 (7.7) years and their mean education was 15.4 (2.5) years. Most were women (81%) and all were Caucasian. Premorbid intellect at baseline was average (Wide Range Achievement Test-3 [WRAT-3] Reading: M ¼ 107.8, SD ¼ 6.2).
Procedures
All participants provided informed consent prior to participation, and all procedures were approved by the local Institutional Review Board. During an in-person screening visit, all participants completed the WRAT-3 Reading subtest, 30-item Geriatric Depression Scale (GDS), and RBANS (Form A). During a subsequent baseline visit, all participants completed the Brief Visuospatial Memory Test-Revised (BVMT-R), Hopkins Verbal Learning Test-Revised (HVLT-R), Controlled Oral Word Association Test (COWAT), animal fluency, Trail Making Test Parts A and B (TMT-A and TMT-B), and Symbol Digit Modalities Test (SDMT). In 92% of all participants, the screening and baseline visits occurred on the same day. In the other cases, less than a week separate these two visits.
Using results from the baseline assessment, individuals were classified as cognitively intact or MCI using a modified version of existing criteria (Petersen et al., 1999) . These MCI criteria incorporate subjective and objective information. Subjectively, participants and/or a collateral source were asked if the participant had memory problems (i.e., endorsed as yes/no) or any functional impairments (e.g., assistance needed with managing money, taking medications, driving). Participants were also asked about exclusionary conditions, such as major neurological or psychiatric conditions, use of medications known to adversely affect cognition, or had uncontrolled medical conditions that would adversely affect cognition.
Objective cognitive deficits were examined for four cognitive domains: (a) memory (mean age-corrected delayed recall trials of the HVLT-R and BVMT-R), (b) executive functioning (age-and education-corrected time to complete TMT-B), (c) language (age-and education-corrected score on animal fluency), and (d) attention/processing speed (age-and educationcorrected score on SDMT). An objective cognitive deficit was defined as a cognitive domain score that fell at or below the 7th percentile relative to a premorbid intellectual estimate (WRAT-3 Reading). Several recent studies have suggested that intellect (either current or premorbid) should be considered when assessing cognitive deficits, especially in older adults and those with suspected MCI or dementia (Brooks, Iverson, Feldman, & Holdnack, 2009; Brooks, Iverson, Holdnack, & Feldman, 2008; Horton, 1999; Steinberg, Bieliauskas, Smith, & Ivnik, 2005a , 2005b Steinberg, Bieliauskas, Smith, Ivnik, & Malec, 2005; Steinberg, Bieliauskas, Smith, Langellotti, & Ivnik, 2005) . When two scores were included (e.g., delayed recall trials on the HVLT-R and BVMT-R), in some cases, a "severely impaired score" (e.g., ,1st percentile) could be averaged with a "borderline score" (e.g., 9th percentile) to yield a mean score that fell below the cutoff (e.g., mean score ¼ 3rd percentile). Conversely, a "mildly impaired score" (e.g., 5th percentile) could be averaged with a "borderline score" (e.g., 12th percentile) to yield a mean score that fell above the cutoff (e.g., mean score ¼ 8th percentile). Unfortunately, two scores were only available for the memory domain, and all non-memory domain scores consisted of a single score. The cutoff of the 7th percentile is 1.5 SD below the mean, which is a typical demarcation point for cognitive deficits in MCI.
All data were reviewed by two neuropsychologists (KD and LJB), and all participants were classified as intact or MCI. To be classified as intact, subjective memory problems may or may not have been reported, functional impairments were denied, and no objective cognitive deficits could be present. Seventy-one individuals were classified as intact. To be classified as MCI, participants and/or their collateral source had to report memory problems in the participant and deny functional impairments and objective cognitive deficits were present. Seventy-two individuals were classified as MCI. Consistent with recent views of MCI (Petersen et al., 2009) , these participants were classified as having either single-or multidomain MCI, and the following subtypes were identified: Single domain amnestic (n ¼ 49), single domain executive functioning (n ¼ 15), single domain language (n ¼ 6), single domain attention/processing speed (n ¼ 2), multidomain amnestic and executive functioning (n ¼ 9), multidomain amnestic and language (n ¼ 4), multidomain amnestic, executive functioning, and language (n ¼ 2), multidomain amnestic, executive functioning, and attention (n ¼ 6), multidomain amnestic, executive functioning, language, and attention (n ¼ 2), and multidomain executive functioning and language (n ¼ 2). No one was classified as demented (i.e., both impaired memory and other cognitive domains and functional impairments). Given the sample sizes of the MCI subtypes and the relatively greater interest in the field in amnestic MCI, it was decided to combine all amnestic subtypes (single-and multidomains) into one group (n ¼ 72) and exclude the other MCI cases from further analyses (n ¼ 25).
All classifications were made following the baseline visit, so examiners were "blinded" to classification at the screening and baseline visits. To avoid circularity, only baseline assessment results were used in the classification of participants, and these results were independent of the screening visit (i.e., RBANS). Demographic and baseline assessment scores for the intact and amnestic MCI cases are presented in Table 1 .
Measures
The RBANS (Randolph, 1998 ) is a brief, individually administered test measuring attention, language, visuospatial/constructional abilities, and immediate and delayed memory. It consists of 12 subtests, which yield five Index scores and a Total Scale score. Normative data provided age-and education-corrected Index and subtest scores , and these were used in the following analyses. Index scores have a mean of 100 and standard deviation of 15, and subtest scores have a mean of 10 and standard deviation of 3. All subtests were administered and scored as defined in the manual, with the exception of the Figure Copy and Figure Recall , which are more thoroughly described elsewhere (Duff et al., 2007) . Briefly, the modified scoring criteria of the figure followed less stringent adherence to the manual's scoring criteria. Examples of these modifications include: Less exact measurements, emphasizing the majority of correct elements, and discouraging the use of a ruler or protractor for measuring elements.
Statistical Analyses
Independent t-tests and x 2 analyses were calculated to compare the two groups (intact and MCI) on age, education, gender, GDS, and WRAT-3 Reading scores. If any of these demographic, depression, or premorbid intellect variables were significantly different between the groups, then they would be used as covariates in the following analyses. To begin testing the primary aims of the paper, an ANCOVA was used to compare the two groups on the RBANS Total Scale score; two MANCOVAs were conducted to compare scores from the two groups on the 5 Indexes and 12 subtests of the RBANS. An a level of 0.05 was maintained to test the three primary analyses. Sensitivity, specificity, positive predictive power, and negative predictive power at various cutoff points were calculated as outlined by Kraemer (1992) . Diagnostic accuracy was estimated using ROC curves and the calculation of AUC via non-parametric analyses using SPSS 15.0. To equate these latter RBANS analyses to those presented in ANCOVA and MANCOVAs (i.e., correcting for WRAT-3 Reading scores), we corrected each RBANS score (Indexes and subtests) by each participant's WRAT-3 Reading score before calculating sensitivity and specificity and ROC curves.
Results
As can be seen in Table 1 , participants classified as amnestic MCI (single-or multidomain) and cognitively intact were comparable in education (p ¼ .81), gender (p ¼ .09), and GDS scores (p ¼ .06). They were different, however, in age (p , .001) and WRAT-3 Reading scores (p ¼ .002), so these variables were used as covariates in the remaining analyses. Baseline cognitive test scores (used in the classification of subjects) are also presented in Table 1 .
RBANS Index and subtest scores (from the screening visit) are presented in Table 2 . Despite using age and WRAT-3 as covariates, there were significant differences between the groups on the RBANS Total Scale score-F(1,137) ¼ 24.88, Sensitivity and specificity at cutoff scores of 21.0, 21.5, and 22.0 SD below the mean of the cognitively intact comparison group for all Index and individual subtest scores are presented in Table 3 . Additionally, positive and negative predictive powers for these same cutoff scores are presented in Table 4 . These cutoff scores would be equivalent to standard scores (i.e., M ¼ 100, SD ¼ 15) of 85, 77, and 70, respectively. ROC curves for the two statistically significant Indexes (Immediate Memory and Delayed Memory) and the Total Scale score are presented in Fig. 1 
Discussion
The current study sought to evaluate the diagnostic accuracy of the RBANS in detecting milder cognitive deficits, such as those associated with amnestic MCI. The results of this study provide equivocal support for the RBANS in these mildly impaired individuals. On the one hand, older adults classified as amnestic MCI (either single-or multidomain) scored significantly below their cognitively intact peers on the Total score, 3 of the 5 Indexes, and 6 of the 12 subtests. Additionally, the AUC from the ROC analyses suggested adequate separation between the two groups in the current study on measures of learning and memory. Finally, specificity values for all memory-related subtests and Indexes were 0.82 or better and negative predictive power was similarly high. On the other hand, sensitivity values and positive predictive powers were quite poor for these memory subtests and Indexes on the RBANS (with the Delayed Memory Index and Total Scale having the best combination of sensitivity and specificity at the 21.0 SD cutoff). Although this is not an ideal situation, mixed results in assessing the diagnostic accuracy of a test is not uncommon in medicine. For example, in a study comparing several diagnostic criteria for dementia (including NINCDS-ADRDA criteria for AD) to neuropathology, the diagnostic criteria had low sensitivity and high specificity (Holmes, Cairns, Lantos, & Mann, 1999) . Regardless, caution should be exercised when using the RBANS in cases of possible amnestic MCI.
The RBANS has already demonstrated strong diagnostic accuracy in AD. Two studies (Duff, Humphreys Clark, et al., 2008; Randolph, Tierney, Mohr, & Chase, 1998) found significant differences between patients with AD and healthy elders with nearly 40 standard score points separating these two groups on the Delayed Memory Index. Since amnestic MCI is suspected to be the prodrome of AD, it was expected that the RBANS would again separate individuals with MCI from intact peers, at least on the memory Indexes of the RBANS. Smaller, but still statistically significant, differences were observed in the current study (e.g., 9.0 standard score points on the Delayed Memory Index). However, the sensitivity of the RBANS was very different between these two studies (Delayed Memory Index at 21.0 SD: Duff et al. ¼ 0.97, current study ¼ 0.56). Although there are similarities between Duff and colleagues and the current study, differences also exist. Inherently, the AD patients from Duff and colleagues were more impaired than the MCI patients in the present study (mean Total score: 64.5 vs. 92.4). The present MCI sample was larger, older, and had more women than Duff and colleagues' AD sample. When examining the comparison group in these two studies, our study's comparison group was larger, slightly younger, and had more women than Duff and colleagues. Although the demographic differences between the samples probably explains some of the differences in diagnostic accuracy, we suspect that the severity of cognitive impairments in these two samples explains most of the difference in diagnostic accuracy (i.e., very large RBANS differences between AD and controls lead to stronger diagnostic accuracy than the modest RBANS differences between MCI and controls).
In the AD sample of Duff and colleagues (2008) , the participants with dementia fell significantly below comparison subjects on all 5 Index scores and all 12 subtest scores. In the current study, significant differences were observed between patients diagnosed with amnestic MCI and comparison elders on only three Indexes (Immediate Memory, Language, and Delayed Memory) and only six subtests (List Learning, Semantic Fluency, Coding, List Recall, Story Recall, and Figure Recall ). These differences are largely expected given the pathological conditions examined in each study. Since the current subjects were classified as amnestic MCI (i.e., prodrome AD), they should primarily have impairments of memory, which reflects 2 of the 5 Indexes and 6 of the 12 subtests (i.e., non-memory tasks should not necessarily be affected). However, since our MCI participants included multidomain subtypes (i.e., amnestic plus non-memory deficits), some non-memory differences were expected and found. The other identified cognitive differences in the MCI sample were on measures of semantic fluency and processing speed, and both of these types of tasks have been reported to fall below expectations in cases of MCI (Cooper, Lacritz, Weiner, Rosenberg, & Cullum, 2004; Economou, Papageorgiou, Karageorgiou, & Vassilopoulos, 2007) . In a related vein, the RBANS Indexes with the two best sensitivity values at the 21.0 SD cutoff in the current study were the Delayed Memory Index and the Language Index. Sensitivity, specificity, positive and negative predictive powers, ROC curves, and AUC estimates are routinely used in medicine to evaluate clinical measures (Nash et al., 2006; Schmidt et al., 2006; Stephan et al., 2006) . Unfortunately, despite strong specificity, none of the RBANS Indexes or subtests achieved sensitivity that would be considered acceptable for clinical diagnostic purposes when either a 1, 1.5, or 2 SD cutoff was implemented. Sensitivity refers to the proportion of actual positive cases that are correctly identified as such (e.g., the percentage of MCI cases who are identified as having MCI). Specificity, however, refers to the proportion of negative cases that are correctly identified as such (e.g., the percentage of controls who are identified as not having MCI). Although an ideal diagnostic test would have an optimal balance of sensitivity and specificity, the current study did not find that balance in the RBANS. The high specificity values suggest that the RBANS can be used to identify negative cases (e.g., those without MCI), which still could be useful for clinical trials by excluding inappropriate subjects. However, the generally low sensitivity suggests that the RBANS does not accurately identify the cases of interest (e.g., those with MCI). Despite these less than optimal test characteristic values, there is some movement in them as the cutoff changes from 21.0 to 22.0 SD in Table 3 . For example, as the cutoff on the Total Scale score shifts from 21.0 to 22.0 SD, sensitivity decreases (0.549 to 0.099) and specificity increases (0.800 to 0.968). Although these shifts are somewhat expected, they might provide avenues for fine tuning of the RBANS diagnostic accuracy.
It is possible that the low sensitivity suggests that our cases of amnestic MCI do not really have this condition. In fact, the RBANS Immediate and Delayed Memory Indexes in this group averaged 97.9 and 92.4, respectively. Although these two Indexes do fall approximately 1 SD below premorbid intellect, these two Memory Indexes still fall in the average range. It should be reiterated that all subjects in the current study were classified by scores on two other memory tests, the BVMT-R and the HVLT-R, to avoid circularity with the RBANS. The scores from these two measures tended to be more impaired, especially for the delayed recall measures (BVMT-R: Total Recall ¼ 72.1, Delayed Recall ¼ 69.2; HVLT-R: Total Recall ¼ 90.7, Delayed Recall ¼ 78.9; effect sizes [Cohen's d] between intact and MCI for Delayed Recall: BVMT-R ¼ 2.2, HVLT-R ¼ 1.5). Furthermore, although there were some statistical differences between the MCI and intact groups on nonmemory measures (e.g., COWAT, Animals, TMT, and SDMT), the MCI group generally performed in the average range on these measures (e.g., scores ranged from 39th to 63rd percentiles). On the basis of the results of these non-RBANS measures, our amnestic MCI subjects appear to have this condition, at least psychometrically. However, as noted in the "Materials and Methods" section, we did take some liberties with our application of the Petersen criteria for MCI (e.g., averaging two delayed recall measures, memory discrepancies from premorbid intellect, reliance on a single baseline assessment to determine MCI status), and these may have affected the classification of our sample, the resulting RBANS test characteristics, and the generalization of our findings to other studies. In one additional study that examined the RBANS in MCI, Hobson et al. (2010) found considerably lower scores on the Delayed Memory Index than in the current sample (77.0 vs. 92.8, respectively). However, there were notable differences between these two samples (e.g., Hobson's sample was recruited from a Memory Disorder Clinic vs. community-dwelling sample; Hobson's sample used age-corrected scores vs. age-and education-corrected scores; Hobson's sample examined multiple subtypes of MCI vs. only amnestic MCI). As noted above, our method of classifying MCI required individuals to fall 1.5 SD below an estimate of premorbid intellect (i.e., WRAT-3 Reading). Some may view this approach as "unconventional," as others in the field require individuals to fall 1.5 SD below the mean of normative data. However, the stricter criteria (i.e., 1.5 SD below the normative mean) might unfairly penalize individuals with relatively higher and lower intellectual functioning, as they have to present with more or less decline from premorbid levels before breaking the rigid cutoff, respectively. For example, an individual who is premorbidly in the high average range (e.g., 84th percentile) needs to decline by approximately 77 percentile points to break the 1.5 SD below the normative mean. Conversely, an individual who is premorbidly in the low average range (e.g., 16th percentile) only needs to decline by approximately 9 percentile points to break this same diagnostic barrier. By using a more flexible and individualized barrier (i.e., 1.5 SD decline from your premorbid level), decline (and the resulting diagnostic decisions) can be determined more comparably across individuals. Our method of approximating the MCI barrier is quite consistent with the literature. For example, the initial studies of MCI from the Mayo clinic group used a threshold that was "generally 1.5 SDs below age-and education-matched control subjects" (Petersen et al., 1999, p. 307) . Within this same article (p. 305), the authors present means and standard deviations for their MCI subjects on several memory measures. When these means are compared to MOANS normative data for 79-year olds, most fall at about 1.5 SD below the mean (e.g., Logical Memory II ¼ scaled score of 5, Visual Reproductions II ¼ scaled score of 7, RAVLT percent retention ¼ scale score of 6). However, these are "mean" scores, which suggests that some sizable minority of the sample had scores above this point. This trend of loosely defined MCI has carried throughout most of the Mayo clinic MCI papers. Other authors have also viewed the MCI criteria as flexible (e.g., Bennett et al., 2002, p. 199 : "judged to have cognitive impairment by a neuropsychologist but did not meet accepted criteria for dementia"-additionally, presented Logical Memory II data for their MCI group fell at a MOANS scaled score of 7; Busse et al., 2003, p. 73 : "more than one SD below age-and education-specific norms"; Farias et al., 2009 Farias et al., , p. 1152 : "fell approximately 1. In the literature, the cutoff score of 1.5 SD below age norms has been suggested by some investigators. In the original description of the MCI cohort followed at the Mayo Clinic, the MCI group's mean performance was 1.5 SD below their agemates. However, this was not a cutoff score, and of course, nearly half of the group had memory performance score falling somewhat ,1.5 SD below the mean. This criterion should be interpreted in conjunction with the first criterion. The memory complaint is meant to represent a change in function for the person. The second criterion corroborates the complaint by attesting to and an actual impairment in performance. The clinician may be challenged by persons who are of either high intellect whose performance is now in the statistically 'normal' range, but this level of performance represents a change for that person, and by the person with a low education whose lower cognitive performance may not represent a change.
There are numerous examples in the literature to suggest that correcting for premorbid intellect is appropriate and wise in neuropsychology, especially in evaluating milder cognitive deficits in older adults. For example, Brooks and colleagues have recently published several papers that review the relatively high base rates of "impaired" performances in healthy subjects. In one (Brooks et al., 2008) , the authors specifically address the relevance to MCI, as they report that healthy individuals who are "premorbidly" low tend to achieve more impaired scores than healthy individuals who are "premorbidly" high functioning. One consequence of a rigid criterion for impairment is that low functioning individuals will be classified as MCI (or with other cognitive disorders) at a much higher rate. Another consequence is that high-functioning individuals will rarely be identified with cognitive impairments. For these latter individuals, there is the risk of missing an appropriate diagnosis because they have so much further to fall before passing a set threshold. In a related article (Brooks et al., 2009 ), these authors recommend that premorbid functioning be considered when assessing evidence of cognitive decline. They also provide information that suggests that clinicians evaluating higher functioning individuals might use a more lenient criterion (e.g., 16th percentile) to define objective evidence of cognitive impairment. These authors are not alone in suggesting that intelligence (current or premorbid) provides value in assessing cognitive decline. The classic normative data for older adults (MOANS) have recently been re-calculated to adjust for IQ scores of patients (Steinberg et al., 2005a (Steinberg et al., , 2005b Steinberg, Bieliauskas, Smith, Langellotti, et al., 2005) . Although any deviations from convention need to be supported with validation and longitudinal findings, these studies represent a growing trend within the field of neuropsychology to develop better methods for defining cognitive impairment, particularly in the elderly. For example, the ongoing revisions of the Diagnostic and Statistical Manual of Mental Disorders 5th Edition (www.dsm5.org) suggest that premorbid intellect be considered (along with age, education, gender, and cultural factors) when determining if there has been a significant decline in cognition to support a diagnosis of Major Neurocognitive Disorder (formerly Dementia). Given our sample of highly educated individuals, our methods appear appropriate for capturing mild impairments in high-functioning individuals. Nonetheless, we also re-ran all our analyses after classifying individuals based on a stricter criterion for MCI (i.e., 1.5 SD below the normative mean). The results were very similar to those presented above, and the interested reader can contact the first author for a copy of those results. Another explanation for the low sensitivity might be due to the clinical condition that we studied, as other studies comparing MCI to controls have generated similar results (De Jager, Hogervorst, Combrinck, & Budge, 2003) . It should not be surprising that a milder condition (e.g., MCI) separates less well from healthy controls than a more severe condition (e.g., AD). In clinical practice, it may be more feasible to tailor diagnostic decisions to the individual with some flexibility (e.g., weighting multiple sources of information and test data), whereas research requires more standardized cutoff scores that might somewhat arbitrarily separate a true continuum (e.g., cognitive functioning). The resulting mixed groups, when compared with distinct groups, could lead to lowered diagnostic accuracy.
There are several important limitations of this study. First, the classification of the current subjects was based almost entirely on cognitive test scores. Future studies should utilize additional clinical information to make this diagnosis (e.g., thorough physical examination, neuroimaging, biomarkers). Second, the amnestic subtype of MCI (single-or multidomain) was the only subtype examined in the current study, and these diagnostic accuracy estimates might not apply to non-amnestic MCI subtypes. Similarly, the diagnostic accuracy of the RBANS for other neuropsychiatric conditions with milder cognitive impairments (e.g., depression and substance abuse) should not be inferred from the current findings. Although most cognitive tests were corrected for age and education, three were not (BVMT-R, HVLT-R, and WRAT-3 Reading). These three tests were correcting for the age of the participants using data from the test manuals. However, this inconsistency in the norming of the measures could create some anomalies in classification of the participants or possibly bias against the RBANS. Finally, the current sample was exclusively Caucasian and well-educated, so the generalizability of these findings to a more diverse sample is uncertain. Despite these limitations, the current study provides some information about the diagnostic accuracy of the RBANS in suspected MCI, although this information suggests caution when using this measure in patients with milder cognitive deficits, such as those seen in MCI.
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